Letter to physician (continued)

 Form O2

Letter to Physician
Date      
Employee’s name      
Dear Dr.      
As part of our Return to Work program we have modified or alternate duties available for our employees.

Your recommendations regarding any temporary functional restrictions your patient may have will assist us with providing the most suitable work accommodations during your patient’s recovery. 

After examining (worker's name) please complete the Return to Work Restrictions Report and give it to your patient to return to us. 
If you have any questions and/or concerns, please contact me at (phone number).
Should there be a cost associated with completing the Return to Work Restrictions Report, please send an invoice to     _______________________.

                      (employer’s contact)
Sincerely,
(employer)
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